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F 225 | 483.13(e)(1)(i-(i, (c)(2) - (4 F 295 1. pministrator a0 Diveckor of NISss 10/1/2011
55=p | INVESTIGATE/REPORT was ipserviced an “Falls Marecmmert”
| ALLEGATIONS/INDIVIDUALS o3 "Events Meregaet” Policy &
| The facllity must not employ individuals who have (limical gmﬂimf%f?ﬂ ﬁ
' been found guilty of abusing, neglecting, or Sy oGl e )
mistreating residents by a court of law; o have [ va o - S
had e finding entered into the State nurse aide m@E mm]_ Egeti.cn o m 8 19/_-?’0"1
registry concerning abuse, neg ect, mistreatment : T E‘E Cﬂ.'!m:ﬁl
of residents or misappropriationof their property; | ’ | Services, MAmnistratr, Directcr of
and report any knowledge it has of actions by a [ 4 3 Nupses, ard Social Services.Fysiczn
court of law against an employee, which woulid ' | C“:"?El‘rsr Nase Assessmentts, Care Plars,
indicate uniitness for service as 2 nurse aide or | M8's vere reviewd and plans of
other facility staff to the State nurse aide registry action were coamanted by Directee of
or licensing authorities. Nress, Assistant Divectcr of Nrses
The facility must ensure that all alieged violations | 8/19/2011. Admimistrater, Dizectar of
involving mistreatment, neglect, or abuse, Nrsss arl Social Services met with
including injuries of unknown SOUGe and family oorgervetor o 8/19/2011
misappropriation of resident property are reporiad revige the care plan ard ro dsstes or
immediately to the administrator of the facility and correms nowed. '
to other officials in accordance with State law ' 5
through established procedures (including to the Bysician carpletad assesSTEL 0
State survey and certification agency). 8/24/2011 and 1o adverse effects vere
_ | et Fied :
The faciiity must have evidence that ali alleged _ i o . _
i violations are thoroughly investigated, and must : i g
prevent further potential abuse while the 2 Eg? ?ﬁ?ggf ,l‘-a.‘l lﬂﬁzm
investigation is in progress: ' arieed o b / by te -
The results of all investigations must be reported Regicnal g%re:b:tr ciéﬂ.::ﬂml SeTVIcES,
to the administrator or his designated Directar of NIrsss & hssistart '
representative and to other officials in accordance Directer of Narsss a 8/19/2011.
with State law (including to the Siate survey and ;
 certification agency) within S working days of the
incident. and if the alleged violation 18 verified
appropriate corrective action must be taken,
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. ' 3, Ireewvice was cadxted 8/18/2017 thmid
This REQUIREMENT is not met as evidenced ?_55_3/201,1 o ﬁEI'J RireEE Ii o N:rsesﬂ
i by: . . . J Sterec (s
Medical record review revealed the resident was R.a:bcal ey med N.mae
readmitted to the facility on September 22, 2010,  Aides, Dietary, Housskeening, Laundy,
with diagoses including Hemplegia Dominant | Activities, Mainberenoe and Business
T 1]
Side, Heart Failure, and Dementia, Medical Office cn Falls Marsgerent and
record review of a physician's order dated 'Baats Maregemtent!” Rolicy and
September 22, 2010, revealed, "bed in lowest Procecie. :
position while in bed..." Medical record review of . . _
the Minimum Data Set (MDS) dated June 23, A1l incidents are reviewed per 'Fall |
2011, reveated a Brief Interview for Mental Status Meregament" ardl "Events Meecement”
score of 3 and a score of 0-7 represented - Falicy and Procedare in AM clinical
severely impaired mental status. Continued mesting daily Modey throwch Fridey !
review revealed the resldent was sometimes able arrd waskly at '"At Risk Mesting'' which |
to express (resident's) needs and responded is attended by Administratar, ‘Directar |
adequately to simple direct communication only, of Nurses, Social Services, Aeivities,
| was free of behavioral problems, and totally Minimum Data Set Coardiratar, Dietary,
| dependent on staff for activities of _daiiy living. : Mdiea]l Reccrds and Rehaly Sarvices.
Continued review revealed the resident had no : .
history of falls since readmission or the prior MDS 4. A1 incidents will be axdited caily |
assessment. ’ times 4 vesks, then 5 times a wask
Medical record review of 2 Fall Risk Assessment m tl'm:gh]__ 1 Emday t;f/; rrmtl‘s[_. ]
dated June 18, 2011, revealed a score of 16 and 1 00%' ; w“mm’g & of
2 score of 10 or greater was high risk. Medical cr:zfcrrpha‘tlt ﬂm‘ﬂ"cm‘ :
record review of a care plan revised June 16, ! Narses for folloing the policy in
2011, revealed, "Potential for falis...eval the "Fallls Maregemert!” and "Events,
(evaluate) cause of prev (previous) falls and Mensgament,  The results of those
implement appro (appropriate) interventions..." adlits "ﬂi be IEE—'C’;tgi by the i
Director of Narses ar reviewsd at the
Medical record review of a nurse's note dated Quality Assuence/Perfomanse |
July 13, 2011, at 1:59 p.m., revealed, "..found in- Tnpepvement: Mesting menthly. Menbers
filoor...Bedside table beside (resident) with bright are the Mzdicel Director, Adwinistrator
| red blood noted to the floor, Large hematoma Directcr of Naess, Social Sarvices,
' noted to right brow..." Continued review revealed Activity Mareger, Dietary Mereger,
| the resident was transported to an emergency Minim Data Set Gocrdlivedor, Medical
room. Medical record review of a nurse's note Reoords and Rehab Mareger.
! |
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‘dated July 13, 2011, at 8:09 a.m., revealed the |
resident returned to the facility. .

- Review of facility investigation documentation :
~dated July 13, 2011, revealed the resident's fall |
was unwitnessed and included, "Incident Type |
| Fall/no head injury...res states reaching for :
' bottom drawer of bedside table and rolled OOB |
(out of bed)...possible cause...res was reaching i
 for bottom drawer of bedside table and lost
' balance...Implement: Remove bedside table Fall
mat in place..." Continued review revealed,
"...Alert and oriented to person only..." Continued
review revealed, "l walked into room and seen |
(resident) wasn't in bed. | went on over and ;
seen...in the floor..." Continued review revealed i
| no documentation regarding staff member i
| responsible for the resident's care at the time of
 the fall, when/where the resident was last seen
| and/or the activity the resident was engagedin
prior to the fall, other staff/residents’ interviews, or ;
| the position of the bed. |

Observation on August 17, 2011, at 1:12 p.m., :
revealed the resident seated in a wheelchair in |
the resident's room, next to the resident's low bed 5
- and a floor mat on end placed against the front of |
the resident's bed. Continued observation !
- revealed no visible bruises.

| Interview with the resident on August 17, 2011, at |
1 1:12 p.m., revealed the resident was not oriented |
| to time or situation. :'
Interview with the Assistant Director of Nursing !
i (ADON) on August 13, 2011, at 2:35 p.m., inan
| office by the dining room, revealed the ADON !
- completed the investigation documentation dated |

F 225
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July 13, 2011, and the type of incident was in
error. Continued interview confirmed the facility
failed to thoroughly investigate an injury of

| C/O: #28407

unknown origin for Resident #2 on July 13, 2011, |
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